BACKGROUND
With improved treatments, cancer survivors are now living longer than in the past. The overall 5-year survival rate for adults diagnosed with cancer between 1996 and 2003 is 65%, with approximately 11.1 million cancer survivors in the United States. 1 The Institute of Medicine's report, "From
Cancer Patient to Cancer Survivor: Lost in Transition," highlighted the posttreatment needs of cancer survivors as well as the role of the primary care provider in the continuity of survivor care. 2 As cancer survivors live longer, quality of life issues become increasingly important. Sexual dysfunction is one such issue that affects many cancer survivors. After treatment, approximately 20% to 30% of breast cancer survivors, 3 80% of prostate cancer survivors, 4 37% of Hodgkins survivors, 5 and 58% of head and neck cancer survivors 6 report sexual difficulties. Changes in body image, pain, and loss of desire result from both cancer and its treatment; long-term physical and psychological side effects from cancer treatments can affect sexual functioning. 7 Long-term psychological responses, such as depression and anxiety about cancer, may alter the survivor's ability for intimacy and sexuality. 8, 9 Many effective behavioral and pharmacological treatments for sexual dysfunction exist. However, to identify cancer survivors who may benefit from these treatments, conversations about sexual dysfunctions must be initiated. Survivors express a desire to be able to discuss sexual issues with medical professionals. 9 However, there are barriers to these conversations for both patients and physicians. A public opinion poll of 500 adults in the United States showed that 85% would be willing to talk to their physicians if they had a sexual problem. However, 71% did not think that their physicians would be responsive or helpful, and 68% were concerned that their physicians would be uncomfortable. 10 There has been limited research conducted about general practitioners (GPs) and sexual communication, particularly in the United States. Qualitative studies of GPs found that lack of knowledge, expertise, time, and comfort are barriers to these conversations. [11] [12] [13] [14] In surveys conducted in the United Kingdom and Germany, GPs cited lack of time, lack of training and expertise, being of a different gender than the patient, and patient embarrassment as barriers to these discussions. 13, 15, 16 Much survivorship care is provided by internists, yet little is known about the attitudes and behaviors of internists regarding sexual health communication, particularly with cancer survivors. The objective of this study was to examine the 
Measures
Survey questions included: physician and practice characteristics (gender, race/ethnicity, specialty, practice setting, number of years in practice, and number of hours/week spent in direct patient care), attitudes about providing survivor care (comfort level in providing care to survivors, perceived preparedness to evaluate the long-term effects of survivorship, and perceived barriers to survivorship care [10 questions listed in Table 1 ], and survivorship care practices around sexual dysfunction. We examined two study outcomes about survivorship care practices around sexual dysfunction: a) addressing sexual dysfunction ("Thinking about adult cancer survivors in your panel, how often do you address sexual dysfunction?") and b) initiating a discussion about sexual dysfunction ("How likely are you to initiate discussion about sexual functioning with adult cancer survivors?"). The first variable illustrates whether these conversations occur in a clinical encounter, and the second variable elucidates whether the physician is responsible for bringing up this topic. Comfort level in providing care to survivors ("Not at all" to "Very"), perceived preparedness to evaluate the long-term effects of survivorship ("Very Unprepared" to "Very Prepared"), perceived barriers ("No Problem" to"Big Problem"), and survivorship care practices around sexual dysfunction ("Never" to "Always"; "Not at all likely" to "Very likely") were rated on 4-point scales.
Analysis
Statistical analyses were conducted using SAS statistical software version 9.0. Descriptive statistics were run for physician and practice characteristics, attitudes, and survivorship care practices around sexual dysfunction. Attitudes and sexual dysfunction practices were dichotomized. Univariable analyses (chi-square tests were used for categorical variables, t-tests for continuous variables) were run with physician and practice characteristics and attitudes by sexual dysfunction practices. Factors associated with sexual dysfunction practices at P<0.25 level in the univariable analyses were included in stepwise logistic regression analyses to obtain our final models.
MAIN RESULTS
Participant and practice characteristics, and associations with care practice around sexual dysfunction, are displayed in Table 1 ; 93.4% specialized in internal medicine. While most (88%) were "somewhat/very" comfortable providing care to adult cancer survivors, almost half said that they were "very/ somewhat" unprepared to evaluate the long-term effects of adult cancer survivors. Moreover, only 46% reported that they were "somewhat/very" likely to initiate a conversation about Table 1 , were included in the multivariable model. Only variables that were independently significant with the outcome are displayed in this table, adjusting for: years in practice, hours/week spent in direct patient care, gender, practice setting, comfort level providing care to survivors, preparedness to evaluate long-term effects, and barriers (lack of practical experience in caring for cancer survivors, lack of time to adequately address cancer survivorship issues, inadequate preparation/formal training around survivorship issues, inadequate access to patients' cancer treatment history, and patient anxiety or fears about health). Abbreviations: CI confidence interval, OR odds ratio. Variables P<0.25 at the univariable analysis, as indicated in Table 1 , were included in the multivariable model. Only variables that were independently significant with the outcome are displayed in this table, adjusting for: years in practice, hours/week spent in direct patient care, practice setting, comfort level providing care to survivors, preparedness to evaluate long-term effects, and barriers (lack of practical experience in caring for cancer survivors, lack of time to adequately address cancer survivorship issues, inadequate preparation/formal training around survivorship issues, limited access to noncancer specialists).
sexual dysfunction with cancer survivors, and 62% admitted they "never/rarely" addressed sexual dysfunction with cancer survivors (data not shown). Tables 2 and 3 display factors associated with "usually/ always" addressing sexual dysfunction and being "somewhat/very" likely to initiate a conversation about sexual dysfunction. More hours spent in direct patient care was associated with sexual dysfunction being addressed and discussions about sexual dysfunction being initiated (OR= 1.02; CI=1.00-1.04; OR=1.02; CI=1.00-1.05, respectively). A perception of inadequate preparation/formal training around survivorship issues was associated with sexual dysfunction being addressed less often (OR = 0.45; CI = 0.25-0.83). A perception of patient anxiety or fears about health was associated with sexual dysfunction being addressed more often (OR=2.38; CI=1.23-4.46). Perceived preparedness to evaluate the long-term effects of adult survivors was associated with greater likelihood of initiation of a discussion about sexual functioning (OR=2.49; CI=1.41-4.39).
CONCLUSIONS
The numbers of cancer survivors being seen in internal medicine practices are growing, and accordingly the role of internists in survivorship care is expanding. Our results indicate that although the majority of physicians felt comfortable in the provision of overall care to survivors, sexual dysfunction is often not addressed during this care. Although sexual dysfunction is a common and important issue for cancer survivors, more than half of physicians claimed that they never or rarely discussed sexual dysfunction with their patients who were cancer survivors.
Perceived lack of preparation and training were associated with fewer conversations about sexual dysfunction. Our findings suggested that physicians who indicated that they spent more time in direct patient care services conveyed that they were more likely to address and initiate conversations about sexual dysfunction during this clinical care. Perhaps physicians simply gain an enhanced comfort level as a function of more experience with patients and greater exposure to accompanying issues. Physicians also responded that these conversations would be more likely to occur if a patient's anxiety was perceived as a problem. A patient's concerns might catalyze these discussions, but, interestingly, a patient's anxiety was not an indicator of increased likelihood of a physician initiating these conversations. Surprisingly, in the multivariable analyses, lack of time was not a barrier to these discussions.
This study has a few limitations. Physicians were surveyed from only one region in the country and all had an academic affiliation, which limits the generalizability of the results. The results are based on self-reported data. Data were not collected on the types of cancer survivors in respondents' practices. Nevertheless, this study is unique in that it is, to our knowledge, the first quantitative examination of U.S. internists' perspectives about an understudied aspect of survivorship -sexual health -and differentiates between whether sexual health conversations occur and whether physicians initiate these conversations.
There is a great need for increased assessment and support of sexual health in the medical encounter, particularly for survivors. Sexual health is not emphasized in medical training curricula, 19 but our results indicate that additional training is needed to prepare internists to facilitate conversations about sex. These conversations can help normalize concerns for patients, debunk myths, provide a basis for brief counseling, or serve as an entree for a referral. A growing literature provides recommendations for clinicians about communication on sexual health. 12, 20 As internists' focus on cancer survivorship care continues to grow, hopefully sexual functioning conversations will become more frequent in their medical encounters.
